in only one case", hepatomegaly in another", while in 2 cases J · 10 the liver was uninvolved.
The post-mortem findings in our patient revealed extensive infiltration ofthe greater omentum as well as liver infiltration, and both these features may have produced or contributed to an exudative ascites.
It has been suggested that ascites and pleural effusion without bone involvement is more likely to be associated with an IgA myeloma and to possibly represent a separate clinical entity6 . 7.9 . However, Table 1 shows that there are 4 case reports of ascites associated with IgA myeloma and 5 with IgG myeloma. Bone involvement occurred at some time during the course of 7 of the 12 cases. Thus, there seems to be no reason to postulate any such discrete entity.
The presence of ascites heralds a poor prognosis. In the 9 patients where data are available, the median survival from diagnosis was 6 months and the median survival from the development of ascites was only 1.5 months. The only patient who survived for more than 6 months after ascites developed was treated by plasmapheresis because of hyperviscosity syndrome as well as with melphalan, prednisolone and cyclophosphamide, and was alive and well over 30 months later".
It is important to recognize myeloma as a cause of ascites, particularly in patients with a past history of malignancy, because a response to appropriate chemotherapy might occur':", Since ascites commonly complicates many malignancies, including carcinoma of the breast, it is proper to stress the importance of a precise diagnosis in any patient with ascites. We report a case of a cystadenoma of the liver occurring in a patient who previously had had a ruptured choledochal cyst excised from the same lobe of the liver. The cystadenoma was complicated by recurrent abscess formation, malignant degeneration, and the formation of a fistula with the duodenum.
Case report
In 1977 a 65-year-old Caucasian women presented with generalized peritonitis. At laparotomy bile was found in the peritoneal cavity: The gallbladder contained multiple stones but was intact. Lying on the medial side of the gallbladder and densely adherent to the undersurface of the right lobe ofthe liver wasa perforated cystic mass which was leaking bile. The substance of the liver was normal to palpation. The lesion was dissected into the porta hepatis, ligated and excised. The operative diagnosis of a ruptured choledochal cyst was confirmed on histological examination of the specimen. The patient remained well for six years until 1983 when she was admitted for investigation of fever, cough, and right-sided pleuritic chest pain. A chest X-ray showed an elevated right hemidiaphragm and an ultrasound examination demonstrated a multiloculated cyst in the right lobe of the liver. Laparotomy revealed a large inflamed cystic mass replacing the right lobe of the liver and extending into the left lobe: 2.5litres of turbid fluid were aspirated from the cavity and biopsies taken. A drainage tube was left in the cavity. The patient made a slow but complete recovery and the drain was removed after nine weeks. Histological examination of the operative biopsies demonstrated a benign cystadenoma of the liver. A complete excision of this lesion was not attempted because of the anatomical extent of the tumour and the general condition ofthe patient.
Eight months later, in 1984, the patient returned complaining of chest pain and fever. The diagnosis of further abscess formation complicating the cystadenoma was confirmed on ultrasound examination when a catheter was introduced into the lesion and pus was drained. When radio-opaque contrast was injected into the cavity through this catheter a fistula with the duodenum was demonstrated. Endoscopic retrograde cholangiopancreatographic examination demonstrated a communication between the lesion and the intrahepatic bile ducts. At laparotomy the duodenum was found to be drawn up into the cystic mass at the site of the fistula. The intrahepatic abscess was drained, the fistula taken down, and biopsies taken of some fronded tumour at the site of communication. Histological examination of the biopsies demonstrated a malignant cystadenocarcinoma.
The patient's condition deteriorated following this procedure, and a CT scan (Figure 1 ) confirmed the previous impression that the lesion was inoperable. She died from sepsis four months later.
Histopathology: The choledochal cyst excised in 1977 measured 8 x 4 x 3 em and had a thin, partly calcified fibrous wall, with a patchy lining of islands of columnar mucin-secreting epithelium. The gallbladder removed at the same operation showed the changes of chronic cholecystitis. Biopsies of the intrahepatic cystadenoma taken in 1983 revealed a fibrous wall lined by papillary mucin-secreting epithelium with no evidence of cellular atypia or invasion. Further biopsies taken in 1984 from the region of the fistula with the duodenum showed a florid papillary mucinsecreting neoplasm with 'back to back' glandular architecture, and multilayering of a dysplastic epithelium rich in mitoses ( Figure 2 ). The diagnosis of cystadenocarcinoma was subsequently confirmed at autopsy. An 11 x 9 x 7 cm multiloculated, cystic, mucin-secreting cystadenocarcinoma occupied most of the right lobe of the liver and extended into the left lobe and also the right renal vein. Metastatic satellite nodules were found scattered throughout the remaining hepatic parenchyma but no extrahepatic metastases were found.
Discussion
It has been estimated that less than 8% of all choledochal cysts present in patients over the age of 40 years I . Spontaneous rupture of a choledochal cyst has been described", but is clearly a rare event in a 65-year-old woman. Choledochal cysts are known to predispose to carcinoma within the liver but this is most frequently adenocarcinoma. Cystadenocarcinoma of the liver complicating a cystadenoma is a rare tumour which is considered to be a separate pathological entity from carcinoma occurring in association with other hepatic cysts:'. Cystadenoma and cystadenocarcinoma of the liver have recently been reviewed", and we believe that ours is the first case to be described of cystadenocarcinoma occurring in the same anatomical area of the liver as a previous choledochal cyst. Although both these conditions are rare, the association is probably a matter of coincidence in the case ofthis unfortunate woman.
This case illustrates well the complications of untreated cystadenoma of the liver, including recurrent abscess formation, malignant degeneration and fistula formation, and emphasizes the need for complete excision of the cystadenoma whenever possible.
